
tion; from 1882 to 1886 a member of the legislature and fot¬
one term state senator; for fifteen years a member of the
board of education, and one year president of the village of
Tecumseh, Mich.; died at the home of his daughter in Macon
township, September 14, from cerebral hemorrhage, aged 72.

James Galloway Buchanan, M.D. New York University, New
York City, 1848; of Pittsburg, Pa.; local surgeon to the Penn¬
sylvania System for 49 years; a member of the staff of the
Allegheny General Hospital; surgeon of the Thirty-second and
One Hundred and Twenty-fifth Ohio Volunteer Infantry
throughout the Civil War; one of the oldest practitioners of
western Pennsylvania; died at the home of his daughter in
Pittsburg, September 14, aged 85.
John W. Coffin, M.D. Western Reserve University, Cleveland,

1889; a member of the American Medical Association; for¬
merly of Beaver Falls, Pa.; major and surgeon of the Tenth
Pennsylvania Infantry, U. S. V., during the Spanish-American
War; and later in charge of the Bilibid Hospital, Manila; after
his removal to Texas, captain and assistant surgeon in the
Texas National Guard; died at his home in El Paso, Septem¬
ber 16, aged 42.
George Lafayette Martin, M.D. College of Physicians and

Surgeons, Baltimore, 1877; a member of the South Carolina
Medical Association; for eight years supervisor of vaccination
and quarantine for the Piedmont section of South Carolina
under the State Board of Health; died at his home near
Greenville, September 16, aged 55.
Richard S. Forsyth, M.D. Detroit (Mich.) College of Med¬

icine, 1892; of Houston, Texas; a member of the American
Medical Association; formerly local surgeon to the North¬
western System at Escanaba and physician of Delta county,
Mich.; died at his summer home in La Porte, Texas, September
10, aged 42.
Joseph W. Wassail, M.D. College of Physicians and Surgeons,

Chicago, 1884; of Chicago; a member of the American Medical
Association; for several years dentist to the Czar of Russia;
was washed from the deck of a yacht in Lake Michigan, off
Racine, Wis., September 18, and drowned, aged 51.

Henry E. Thornton, M.D. Barnes Medical College, St. Louis,
1901; a member of the American Medical Association; died at
his home in Maplewood, St. Louis, September 12. from the
effects of carbolic acid, taken, it is believed, with suicidal
intent, aged 30.
Philip G. Nichols, M.D. Missouri Medical College, St. Louis,

1872; for fifty years a practitioner of Pike county, Mo.;
a clergyman of the Methodist Episcopal Church South; died
at his home in Ashley, September 11, from cerebral hemor¬
rhage, aged 69.
Benjamin L. Stovall, M.D Memphis (Tenn.) Hospital Med¬

ical College, 1884; of Lonoke, Ark.; a member of the Arkansas
Medical Society; died in the Physicians and Surgeons' Hos¬
pital, Little Rock, Ark., September 14, from nephritis, aged 50.
William Benjamin Artz, M.D. College of Physicians and Sur¬

geons, Keokuk, Iowa, 1878; for six years a member of the
council of Osage City, Kan., and for four years mayor of the
city, died at his home, September 12, from asthma, aged 59.
Julius B. Huber, M.D. Beaumont Hospital Medical College,

St. Louis, 1896; of South St. Louis; a member of the Missouri
State Medical Association; died in St. Anthony's Hospital, St.
Louis, September 15, from tuberculosis, aged 49.
Alfred Meyers Fisher, M.D. Jefferson Medical College, Phila¬

delphia, 1890; of McAlisterville, Pa.; died in Lebanon, Pa.,
May 22, from the effect of hydrocyanic acid, self-administered,
it is believed with suicidal intent, aged 40.
Grenville Smith Stevens, M.D. College of Physicians and Sur¬

geons, New York City, 1854; for more than half a century a

practitioner of Providence, R. I.; died at his home in Edge-
wood, Providence, September 16, aged 80.
G. N. Harcy, M.D. University of Budapest, Hungary, 1848;

surgeon in the Austro-Hungarian service, and exiled with
Kossuth in 1852; died at his home in Bellevue, Ohio, Septem¬
ber 14, from a congestive chill, aged 79.
Augustus Benjamin Southwick, M.D. Homeopathic Medical

College of Pennsylvania, Philadelphia, 1867; physician to the
Rome (N. Y.) City Hospital; died at his home in that city,
September 11, from pneumonia, aged 69.
John Damhach, M.D. University of Buffalo (N. Y.), 1868;

a member of the Medical Society of the State of New York;
surgeon of volunteers during the Civil War; died at his home
in Buffalo, September 15, aged 67.

Winfield Scott, M.D. Medical College of Ohio, Cincinnati,
1877; of Senecaville, Ohio; while making a professional callin Byesville, Ohio, died suddenly, September 14, from heart
disease, aged 61.
John Sydenham Wilson, M.D. Kansas City (Mo.) Medical

College, 1874; a member of the State Meelical Association of
Texas; died suddenly at his home in Houston, Texas, Septem¬ber 12, aged 59.
Ezra A. Palmer, M.D. University of Michigan, Ann Arbor,

1876; Northwestern University Medical School, Chicago, 1886;died at his home in Hartford, Mich., September 18, from
nephritis, aged 62.
John Wheeler Pray, M.D. Harvard Medical School, Boston,

1879; a member of the New Hampshire Medical Society; died
at his home in Northwood, June 19, from tuberculosis of the
bowels, aged 57.
Charles Henry Springer, M.D. Wooster University, Cleveland,Ohio, 1882; of Cleveland; died in the Cleveland City Hospital,

September 17, it is said, as the result of drug addiction,
aged 48.
Fremont C. Warne (license, Mich., years of practice, 1900) ;

one of the oldest practitioners of northern Michigan; died at
his home in East Jordan. September 12.
William H. C. Moore, M.D. Rush Medical College, Chicago,

1867; died at his home in Essex, Iowa, September 4, from
carcinoma of the stomach, aged 68.
Clarence Stephen Perry, M.D. Long Island College Hospital,

Brooklyn, N. Y., 1885; died at his home in South Brooklyn,
September 16, from pleurisy, aged 44.
Truman Squire Sumner, M.D. New York University, New

York City, 1871; died at his home in Brooklyn, September 17,
from nervous breakdown, aged 62.
Ernest E. Adelsberger, M.D. University of Maryland, Balti¬

more, 1902; died at his home in Baltimore, September 16, from
tuberculosis, aged 30.
Daniel Young, M.D. formerly of Adolphustown, Ont., died athis home in Toronto, February 22, from edema of the lungs,

aged 77.
Carl Schleifenheimer (license, Berks county, Pa.); died at

his home in Reading, Pa., August 6, aged 81.

Sir Stephen Mackenzie, M.D. Aberdeen, 1875; M.R.C.S..
England, 1869; F.R.C.P., London, 1879; of London, England;medical registrar and assistant physician of the London Hos¬
pital; formerly president of the Metropolitan Counties Branch
and president of the section of medicine of the British Med¬
ical Association in 1897; formerly president of the Hunterian
Society; lecturer on medicine and pathology in the London
Hospital Medical Society: consulting physician to many Lon¬
don hospitals; Lettsomiam lecturer on the pathology, symp¬toms and treatment of anemia before the Medical Society of
London in 1891; orator of the same society in 1902, when he
delivered the annual oration on "The Powers of Natural Re¬
sistance, or the Personal Factor in Diseases of Microbic
Origin;" an untiring research worker, whose labors on albu¬
minurie retinitis, filariasis, sleeping sickness and anemia were

especially notable; died at the home of his son in Dorking,
Surrey, September 3, aged 64.

Medical Economics
THIS DEPARTMENT EMBODIES THE SUBJECTS OF ORGANI¬
ZATION, POSTGRADUATE WORK. CONTRACT PRACTICE.

INSURANCE FEES, LEGISLATION, ETC.

Medical Defense Adopted in Michigan
The Michigan State Medical Society at its recent meeting in

Kalamazoo adopted the plan of medical defense proposed a

year ago. The by-laws of the state society were amended so
as to provide for: (1) an initial assessment of $1.50 from each
member of the state society for the year 1910; (2) an annual
per capita assessment thereafter of $1 per year; (3) a stand¬
ing committee on medical defense consisting of an executive
board of five and one member from each county society.
The executive board is to be elected by the council
foi five years. The other members of the standing committees
are to be elected by the county societies for one year. The
chairman of the executive board, to be elected by the council
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of the state society for a term of one year, is to be the
custodian of the defense fund. The executive board is au¬

thorized to retain by the year a competent firm of attorneys.
Any member not in arrears is entitled to the benefits of the
medical defense plan when sued or threatened with suit for
civil malpractice. Dues must be paid before June 1. No
member is entitled to defense in a suit the cause of which
arose while the member was in arrears. Two years' liability
is assumed for each member, provided suit was threatened or

begun before the member joined the society or before the
medical defense plan was established. Suits brought against
the estate of a deceased member are also defended. All attor¬
neys' fees and court costs are to be paid from the defense
fund, but no damages assessed against any defendant will be
paid. Each county society in the state is given the right to
withdraw from the benefits of the medical defense plan on a

majority vote of all of the members of the society.
The adoption of this feature by the Michigan State Med¬

ical Society is an extension of medical defense from the Wayne
County Medical Society to the rest of the state, the plan
having been first tested in Detroit. In many points the devel¬
opment of medical defense in Michigan is similar to that in
Illinois, in which it was first taken up by the Chicago Medical
Society, and later extended to the entire state. The proposed
plan was submitted to the county societies and has been
thoroughly and carefully discussed during the past year. Its
adoption by a practically unanimous vote shows that the mem¬

bers of the state society were thoroughly convinced of the
value of the plan. A number of objections similar to those
raised in other states were made against the proposal. It is
safe to say, however, that in the course of a year all of these
objections will disappear in the light of practical experience
and that the medical defense feature will become one of the
most valued of membership privileges.

Medical Poor Relief in England
The supplement to the British Medical Journal for August

21 contains an address on "The Medical Aspect of the Report
of the Royal Commission on Poor Law Reform" by Dr. H.
Manley, President of the Birmingham branch of the British
Medical Association. His discussion of medical relief of the
poor is of particular interest in view of the recent considera¬
tion given the abuse of. medical charities by some of our

larger local organizations. Dr. Manley says: "The recent
showing of the report of the Poor Law Commission has fur¬
nished me with an opportunity of discussing the grievous dis¬
abilities under which we are laboring as a profession. . . .

Never has there been a moment in our professional history
when there was greater need or greater opportunity for the
general medical practitioners of this country to decide for
themselves what is to be done for them and then to take
united action to induce . . . the great departments of the
state to recognize and to protect a body of its most highly
trained citizens who are indispensable to its welfare and who
receive a very scant return, either in cash or courtesy, for the
services rendered to the public and to the government."
After discussing the lack of united action, which he con¬

siders the cause for this condition, Dr. Manley states that
there are at present in England and Wales 3,713 physicians
holding appointments as district medical officers, who in the
past year attended 216,022 patients, in addition to those who
were also in receipt of regular parish pay and to inmates of
the poor law infirmaries. This relief he estimates to have
cost about $2,500,000, which does not, however, represent
the net income of the district medical officer, many of whom,
according to the report of the Royal Commission, do not re¬

ceive more than eight or twelve cents a visit. Dr. Manley
also criticizes the details of administration and the character
of relief afforded under the present poor law and concludes,
"In plain English, a great part of this half million of money
is spent in providing the poor with bottles of medicine—a dark
medicine with a strong taste, preferably that of peppermint.
. . . As the local medical humorist wrote, 'You· just tell
the medicine by the corks. If the cork is black you know it's
the iron tonic; if it is stained bro\vn with a crust on it, its
the rhubarb and soda; and if it isn't any color at all it's the

salts and the quassia. The pot. nit. you can tell by the taste,
and the asafetida and bromid by the smell. And that's all,
except the cough mixture, which smells of paregoric. It's only
fools as wants prescription books.' "
Dr. Manley reviews at length the report of the Royal Com¬

mission as well as the minority report submitted by two mem¬

bers, and from the entire discussion draws the following con-

elusions: "It is abundantly evident that we are on the eve
of great and sweeping changes in the administration of med¬
ical aid. The reform of the poor law ... is inevitable.
. . . Two schemes will be before the country: (1) The
arrangement of all medical relief on a provident basis; (2)
the establishment of a state medical service with power to the
state to recover the cost from those who can afford to pay."
Owing to the higher ratio existing in England between the
number of physicians and the total population as compared
with the United States, as well as the relatively larger num¬
ber of persons coming under the operation of the poor laws
in England, this question is one of great importance to the
British medical profession. In both the question of contract
practice and that of the administration of medical charities,
we can learn much from the experiences of English physicians,
and can perhaps profit by the attempts that have been and
are being made in England to solve these questions equitably.
The report of the Royal Commission, as well as the discussion
thereon, should be read and carefully considered by those in¬
terested in similar problems in this country.

POSTGRADUATE COURSE FOR COUNTY SOCIETIES
DR. JOHN H. BLACKBURN, DIRECTOR

Bowling Green, Kentucky
[The Director will be glad to furnish further information and

literature to any county society desiring to take up the course.}
Second Month—First Weekly Meeting

DISEASES OF THE BRAIN
Anatomy of Brain

Membranes of Brain : ( 1 ) Dura mater—structure, attach¬
ments; (2) arachnoid—structure, subarachnoid space; (3)
pia mater—structure.

Portions of Brain: Medulla, pons Varolii, cerebellum, mid-
brain, cerebrum.

Ventricles: Lateral, third, fourth, foramen of Majendie,
aqueduct of Sylvius, communications, contents.

Distribution of Gray Matter: (1) In the bulb; (2) in the
pons; (3) in the midbrain; (4) in the cerebrum; (5) in
the cerebellum.

Structure of Bulb: Shape, size, surfaces, white matter, gray
matter, pyramids, olives, restiform bodies, funiculi, cor¬

pora quadrigemina.
Structure of Pons : Distribution of white and gray matter.
Structure of Midbrain: White and gray matter, aqueduct,

fillet. Crus eerebri. Origin of cranial nerves.
Cerebellum : Vermis, hemispheres, peduncles, white and gray

matter.
Cerebrum: Hemispheres, corpus callosum, cortex, lobes, basal

ganglia, corpus striatum, optic thalamus, internal capsule,
corona radiata, projection fibers, association fibers, com-
missural fibers.

Blood-Vessels: (a) To meninges; (b) to pia and brain sub¬
stance. Circle of Willis and branches. Charcot's "artery
of cerebral hemorrhage." Cerebral veins and sinuses.

Physiology of the Brain

Sensori-Motob Area : Fissure of Rolando, anterior and pos¬
terior central gyri, paracentral lobule, operculum, third
frontal gyrus. Leg, arm and head regions. Hemiplegia,
monospasm, Jacksonian epilepsy. Muscular sense, parietal
lobes. Pressure, pain, temperature, sense.

Speech Areas: Sylvian fissure, third frontal convolution,
motor aphasia. First and second temporal convolutions,
sensory aphasia. Visual speech area, lower parietal.
Right- and left-handed persons.

Sight Area: Occipital lobes, hemianopsia. Two visual cen¬
ters.
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Sound Area: First and second temporal convolutions.
Psychic Centers: Frontal lobes. "Silent Areas."
Functions of Cerebellum : Co-ordination, psychical func¬

tions, location of function.
Functions of Medulla : Respiratory and circulatory centers.
Cerebral Topography: Fissure of Rolando, fissure of Sylvius.

Horseley's method, Kronlëin's method, Chiene's method.

Society Proceedings
COMING MEETINGS

Amer. Academy of Ophth. and Oto-Laryngology. New York, Oct. 4-6.
Amer. Association of Railway Surgeons, Chicago, October 20-22.
Assn. of Military Surgeons of U. S., Washington, D. C, October 5-8.
American Public Health Association, Richmond, Va., October 19-22.
Delaware State Medical Association, Dover, October 8.
Indiana State Medical Association, Terre Haute, October 7-8.
Kentucky State Medical Association, Louisville, October' 19-21.
Minnesota State Medical Association, Winona, October 13-14.
Mississippi Valley Medical Association, St. Louis, October 12-14.
South Dakota State Medical Association, Aberdeen, October 6-8.
Vermont State Medical Assn., White River Junction, Oct. 14-15.
Virginia, Medical Society of, Roanoke, October 5-8.
West Virginia State Medical Association, Elkins, October 6-8.

AMERICAN ASSOCIATION OF OBSTETRICIANS AND
GYNECOLOGISTS

Twenty-Second Annual Meeting, Held at Fort Wayne, Ind., Sept.
21-23, 1909

The President, Db. William Henry Humiston, Cleveland,
Ohio, in the Chair.

An address of welcome was made by Dr. H. A. Bruggemann,
president of the Fort Wayne Medical Society, and was re¬

sponded to by Dr. James Edgar Sadler, Poughkeepsie, N. Y.
Advantage of the Combined Intraperitoneal and Extraperitoneal
Urethro-Lithotomy for Removal of Stones from Lower Ureter
Dr. Ernst Jonas, St. Louis: In this paper I call attention

to the respective value of the various methods of examination
in the diagnosis of ureteral stone and emphasize the import¬
ance of not relying on any one of these methods, but on a

combination of all of them. Particularly important are re¬

peated examinations of the urine, especially after attacks of
kidney colic, and thorough physical examination with repeated
vaginal and rectal examinations, good radiographs, and cys-
toscopic examination, with catheterization of the ureters.
The proper operation for the removal of stones from the

lower ureter (brim of the pelvis down to the bladder) must
not only offer the simplest technic but must permit an exam¬
ination for possible etiologic factors, as adhesions around the
appendix, tubes and ovaries, or retrofiexion of the uterus. The
above conditions may produce ureteritis, periureteritis, or in¬
crease the normal bend of the ureter to such a degree that it
becomes kinked. As a result, small kidney stones may be ar¬
rested or increased in size in the ureter, or a stone may be
primarily formed in the ureter and remain there in situ. The
only operation which enables us to remove these causes for
ureteral stone and thus prevent recurrence of the stone is the
combined intraperitoneal and extraperitoneal ureterolith-
otomy. The intraperitoneal steps serve for the repair or re¬
moval of such pathologic conditions, and in addition facilitate
the finding of the ureteral stone. The extraperitoneal steps
serve for the removal of stone. I advocate, therefore, that the
combined intraperitoneal and extraperitoneal ureterolithotomy
become the typical operation for the removal of stones from
the lower ureter.

DISCUSSION
Dr. John Young Brown, St. Louis: In my own work, and

in watching the work of others, I have frequently been im¬
pressed with the fact that the appendix may be removed when
macroscopically there seems to be no indication that it was
at fault. The anatomic relationships of the appendix and
ureter are interesting. During the last year I have been study¬
ing this by cross-section work and by injecting the appendix
with bismuth, doing skiagraphic work in all cases sent to my
clinic with a diagnosis of appendicitis, in which I have found

stones in the ureter, but in which the appendix was not dis¬
eased. 1 do not know of any condition that is more difficult to
differentiate than certain forms of chronic appendicitis and
stones in the ureter, in the last year I have had nine cases,
three of them being in physicians in whom the differential
diagnosis was exceedingly difficult. In one case I found a

shadow of a supposed stone in the ureter, which proved to be
a concretion in the appendix. I removed the appendix, which
was retrocecal. In another case a physician's brother was
sent to me with a diagnosis of appendicitis. I found blood in
the urine. Roentgen examination seemed to indicate stone in
the ureter. I did the combined operation, and removed not
only a stone from the ureter but the appendix, which was ad¬
herent to the right ureter, and I am inclined to believe that
the condition arounel the appendix had a good deal to do with
the development of the stone in the ureter.
Dr. A. H. Ferguson, Chicago: A man presented himself

at the Chicago Hospital on Sept. 15, 1909, with the following
history: Four years ago he had a very severe attack of kid¬
ney colic, in the left kidney. He was laid up two weeks, and
since then has had several minor attacks, referable to the re¬

gion of the ureter. The patient is a healthy man of 58. The
radiographs showed a stone in the lower end of the left ureter,
between one and two inches from the bladder. The sound anel
cystoscope revealed nothing of the nature of calculus in the
bladder. The left ureteral orifice protruded somewhat and
was a trifle redder than normal. The patient was given, be¬
sides the usual preparation for laparotomy, hexamethylenamin
and methylen blue. The anesthetic was ether, given by the
drop-method. A skin incision was made directly over the ex¬
ternal ring, extending upward along the course of the in¬
guinal canal for five inches. The aponeurosis of the external
oblique muscle was opened freely, exposing the entire inguinal
region, and internal oblique muscle. The internal abdominal
ring was enlarged without opening the peritoneal cavity. The
transversalis fascia was severed along the entire length of the
incision, exposing the deep epigastric vessels which were lig-
ated and cut. The vas deferens was taken as the guide to the
ureter. It was followeo by blunt dissection to the base of the
biadder. The sigmoid and small bowel were pressed toward
the median line by gauze sponges. To obtain sufficient room to
admit the hand, the origin of the internal oblique anel trans¬
versalis muscles was severed from Poupart's ligament for a
distance of two inches. This afforded room to reach and ex¬

plore the ureter from the pelvic brim to the base of the blael-
der. The stone was felt in the ureter. An effort was then
made to milk it into the bladder or toward the kidney. Both
these measures proved impossible. An incision was made into
the ureter, parallel to its long axis, about one inch below the
brim of the pelvis. A stout catgut ligature had been passed
around the duct as a guy-rope. The ureter was empty. There
was no staining of the tissues with méthylène blue. It was
thus evident that anuria existed in the left kidney. An olive,
flexible, bougie was passed into the ureter and the stone
located. The grating of the probe against the stone could be
distinctly heard. Another attempt was made to shove the
stone into the bladder, but it was unsuccessful. Then a long,
curved, alligator-jawed forceps was passed into the opening in
the ureter. The stone was seized in its blades and carefully
extracted. The entire course of the ureter from kidney to
bladder was explored and found perfectly clear. No attempt
was made to suture the ureter. The loose tissues on either
side of the wound were drawn together, and the same suture
caught about a gauze drain, covered with rubber tissue. This
drain was brought out, at the upper angle of the wound. The
cord was left behind the transversalis fascia. This structure,
with the transversalis and internal oblique muscles were
sutured to Poupart's ligament. The lower angle Of the wound
was drained with a cigarette drain which passed down to the
side of the bladder. The external oblique was closed with con¬
tinuous catgut suture, and the skin with silkworm gut sutures.
A catheter was passed into the bladder to keep it empty. The
procedure varies with the side of the body. If the colicky at¬
tacks are on the right side, the appendix must be thought of,
and there is an indication for opening the abdomen. If the
attacks are on the left side, and the patient is a man, there is
no indication for opening the abdomen because such a stone
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